
Student Ministries Medical and Liability Release 
1243 Artesia Blvd., Manhattan Beach, CA 90266 
310.372.4641 x113 

(Please print with Blue or Black Ink ONLY) 

Required for all 6th-12th grade students and adults attending a Journey of Faith event. 
 

Attends:    ____Mid-Week Small Groups (Ignite)        ____Mid-Week Small Groups (Amplified) 
     ____Sunday School (Ignite)                    ____Sunday School (Amplified) 
 

 

Today’s Date________________________________________________________________________________________________ 

Full Name (of Attendee)_________________________________________BirthDate_________________Age______Gender______ 

Address_____________________________________________________________________________________________________ 

Cell#_______________________________________________________________________________________________________ 

Email_______________________________________________________________________________________________________ 

School____________________________________________________________________________________Grade_____________ 
 

Mother’s Name______________________________________________________________________________________________ 

Cell#________________________________Home#________________________________Work#____________________________ 

Email_______________________________________________________________________________________________________ 
 

Father’s Name_______________________________________________________________________________________________ 

Cell#________________________________Home#________________________________Work#____________________________ 

Email_______________________________________________________________________________________________________ 
 

In an Emergency, if parent/guardian cannot be reached, please notify: 

Name______________________________Phone#_________________________Relationship to Student_______________________ 
 

Health History 

____Drug Allergies                    ____Diabetes                     ____Chronic Asthma                       ____Environmental Allergies 

____Food Allergies                    ____Frequent Colds          ____Physical Handicap                   ____Epilepsy/Nervous Disorder 

____Insect Sting Allergies         ____Heart Condition          ____Frequent Upset Stomach         ____Other 
 

If any of the above are checked, please give detail (i.e. treatment or allergic reactions): 
___________________________________________________________________________________________________________ 
 
Name, Dosage, and Frequency of ALL Medications taken currently: 
_________________________________________________________________________________________________ 
 

Minor Administers Own Medication?   ____Yes    ____No          Adult Ministers Medication?   ____Yes    ____No 

If Student requires aspirin or other medications, may an Adult Counselor administer it?   ____Yes    ____No 

Aspirin Substitute? (specify)_____________________________________________________________________________________ 

Do you have Health Insurance?   ____Yes    ____No       Name of Insurance Company______________________________________ 

Expiration Date_________________________Insurance Policy#_________________________Group#_________________________ 

Insurance Company Address____________________________________________________________________________________ 

Family Doctor________________________________________________________Phone#__________________________________ 

Date of Last Tetanus Shot?_____________________________________________________________________________________ 

Will you allow a Blood Transfusion?   ____Yes    ____No Blood Type (if known)________________________________________ 

Any swimming or activity restrictions?   ____Yes    ____No       If Yes, explain:_____________________________________________ 

Contact Lenses?   ____Yes    ____No  
 

 

BOTH SIDES MUST BE FILLED OUT AND SIGNED 



Journey of Faith 
Medical and Liability Release 

 
If you or your child requires medical attention for pre-existing injuries or illnesses, please provide the necessary information to give you 
or your child the prescribed medical attention during an activity or trip. In the case of illness or injury, while you or your child is at an 
activity or trip, your medical insurance will be billed for medical charges. Any updates to your insurance policy must be provided to 
Student Ministries. 
 

Authorization of Consent to Treatment: 
(I) (We), the undersigned, parents(s) of_______________________________________________________,(self or a minor), do 
hereby authorize Journey of Faith Church youth ministry leaders as agent(s) for the undersigned to consent to any dental care, x-ray 
examination, anesthetic, medical or surgical diagnosis or treatment, and hospital care which is  deemed advisable by, and is rendered 
under the general or specific supervision of, any physician and surgeon licensed under the provision of the Medical Practice Act, 
whether such diagnosis or treatment is rendered at the office of said physician or at a hospital. 
 

It is understood that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being required, but is 
given to provide authority and power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis 
treatment or hospital care which the aforementioned physician in the exercise of his best judgment may deem advisable. This form is 
for any and all events, projects, ministries, small groups, or trips involving Journey of Faith Church. It is understood that this 
authorization is given in advance of any specific diagnosis, treatment, or hospital care being required. The above authorization is given 
pursuant to the provisions of Section 25.8 and 34.6 of the Civil Code of California and shall remain effective through the above named 
minor’s graduation from high school, unless sooner revoked in writing delivered to said agent(s). 

____________________________________________________  ___________________________________________ 
Parent/Guardian Signature (Student Signature if over age 18)  Date 

 
____________________________________________________  ___________________________________________ 
Print Name        Relationship to Student 

 
Release of Journey of Faith: 
______________________________________________________(self/parent’s name) shall indemnify, hold free and harmless, 
assume liability for, and defend Journey of Faith Church, its agents, servants, employees, officers, and directors from any and all costs 
and expenses including but not limited to, medical costs, attorney’s fees, reasonable investigative and discovery costs, court costs, and 
all other sums which Journey of Faith Church, assertion of liability, or any claim or action founded thereon, arising or alleged to have 
arisen out of______________________________________________________(self/child’s name) use of real or personal property 
belonging to Journey of Faith Church, as agents, servants, employees, officers, and directors, or by action or omission 
by_____________________________________________________(self/child’s name). Also, Journey of Faith Church reserves the 
right to use any audio, video, and/or photography of guests and/or campers participating in Journey of Faith Church facilitated events. 
 

It is also acknowledged that if you or your child has to return home early for discipline violations it will be at your or the 
parent/guardian’s expense. 
 

By signing this document, I acknowledge that I have had sufficient opportunity to read this entire document. I have read and 
understood it, and agree to be bound by its terms. 

____________________________________________________  ___________________________________________ 
Parent/Guardian Signature (Student Signature if over age 18)  Date 

 
____________________________________________________  ___________________________________________ 
Print Name        Relationship to Student 


